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MALINGERING—PRETENDED BLINDNESS 


Jack I. Kurtz, B. S., A. O. 
Minneapolis, Minn. 


Malingering is one of the most im- 
portant and most difficult problems 
the refractionist of modern times has 
to meet. Very little has been written 
on this subject and not much of it is 
taught in schools or colleges giving in- 
struction in refraction and as a result 
most practitioners are at a loss when 
confronted with a case which may in- 
volve malingering. 

The malingerer is not to be found 
very often amongst the ordinary run 
of the refractionist’s patients. When 
a person is malingering he or she has 
a motive behind it. He is trying to 
collect damages as a result of a sup- 
posed or real injury. In this modern 
day of the automobile and its many 
accidents, of life insurance with its 
total and partial permanent disability 
clauses and of sick and accident insur- 
ances, as well as workingmen’s com- 
pensation laws, we are bound to find 
individuals who are trying to obtain 
compensations or insurance on the 
least pretext. Sometimes these per- 
sons claim greater defect or loss of 
eyesight than really exists in order to 
secure greater judgments for the in- 
jury of the eyes. Others pretend blind- 
ness in order to secure pensions, some 
to avoid military service and some in 
order to be admitted to some chari- 
table institution. Sometimes children 
pretend blindness in order to be re- 
lieved from school duties. 

The refractionist of today should fa- 
miliarize himself with the different 
methods for the examination of malin- 
gerers in order that, when called upon 
by the court or insurance company to 
examine a claimant, he may be able to 
determine whether the claimant actu- 
ally has some eye defects and impaired 
vision, or is simply malingering and 
to what degree. 

Malingering may be divided into 
three classes: 


1. Total blindness in one eye. 

2. Partial blindness in one eye. 

3. Total or partial blindness in 
both eyes. 


Total Blindness in One Eye 

Total blindness in one eye is usual- 
ly claimed by many who try to evade 
the military service, or those who try 
to collect partial permanent disability 
on their accident or life insurance poli- 
cies or by those who become injured 
while employed at a place where work- 
ingmen’s compensation insurance is 
carried. To find out whether total 
blindness exists, many tests may be 
performed which will help the examin- 
er very much. These tests may be 
divided into two classes: 


1. Objective. 
2. Subjective. 


Objective Tests 


Objective tests are: (a) Pupil re- 
action; (b) Vision fixation test; (c) 
Objective prism test; (d) Static retin- 
oscopy ; (e) Dynamic retinoscopy ; ({) 
Objective monocular accommodation: 
(g) Ophthalmoscopic examination. 

Pupil Reaction. If the pupil of the 
eye which is exposed to light contracts 
there is a probability of sight in that 
eye. To test the pupil reaction the 
subject under examination is directe! 
to look forward. The examiner covers 
both eyes with his hands, thereby cut- 
ting the light off from the subject’s 
eyes. The hands are quickly removed 
and the reaction noticed. If the pu- 
pil reacts to light there is evidence 
of some sight and the better the reac- 
tion the more vision there is. The de- 
gree of sight cannot be measured by 
this test. There is, however, a positive 
value to this test. That is to say, if 
there is no contraction of the pupil to 
which the light is applied and there is 
a reaction of the pupil of that eye to 
which the light was not applied (..e. 
consensual reaction takes place) there 
is evidence then that the eye is blind. 

As the pupil also reacts under ac- 
commodation and convergence, it 1s, 
therefore, essential in making this test 
to have the subject look at a fixed dis- 
tance during the period of the exami- 
nation. 
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Vision Fixation Test. When an eye 
is partially or totally blind it fails to 
maintain proper fixation. If when, 
under all conditions, perfect parallel- 
ism exists, there is good proof that 
there is some sight present. The sight 
may not be as good as in the other eye, 
hut at least it is good enough to pro- 
duce and maintain binocular single 
vision. In this test the examiner 
should be on his guard for cases of 
persons who may consciously or un- 
consciously dissociate accommoda- 
tion from convergence and in that 
way suppress the image of one eye. 
These cases are usually strabismic 
end are easily detected. 

Objective Prism Test. A prism, 10 
degrees, base out, is placed before 
either eye. In binocular vision the 
cornea of the eye before which the 
prism is placed is rotated inwardly, 
unconsciously and involuntarily, as 
the false image is fused with the true 
image. 

Static Retinoscopy. It is needless 
to describe in detail how to perform 
this test as every modern refractionist 
knows retinoscopy and how to use it. 
li the error of refraction is small there 
is no cause for blindness, or materially 
reduced vision, in so far as accommo- 
dative and refractive conditions are 
concerned. 

Dynamic Retinoscopy. This test 
should be made with fixation and ob- 
servation at 13 inches. 
test the error is also low and varies 
but little from the static retinoscopy 
measurement, the claim of blindness 
may be considered merely as_ pre- 
tended. 


Objective Monocular Test. This 
test is made by placing the correction 
in front of patient’s eyes. Cover one 
eve 2nd examine the other. The ex- 
amination is performed in the follow- 
ing manner: Have the patient look 
at an object like a pencil or finger at a 
distance of 13 inches. The object is 
to be held to the nasal side of the eye 
during the examination, while the ret- 
inoscopy examination is made from 
the temporal side as close to the visual 
line as possible. The test object is 
moved as near to the eye of the sub- 
ject under observation as will still per- 
mit of its being seen. The observer 
With the retinoscope moves forward 
till he obtains a neutral shadow posi- 
tion. This distance is carefully mea- 


If under this 


sured. The same procedure is carried 
on in examining the other eye. 

The distances obtained from the 
examination of each eye are compared. 
If there is but little difference in the 
distance of the neutral point there is 
also little difference in the accommo- 
dation of the two eyes. The subject 
should be able to see as well with one 
eye as with the other. 

This test is very simple and interest- 
ing. For more detailed explanation 
about this test and the theory involved, 
we make reference to Sheard’s Dy- 
namic Skiametry. 


A case which will best iliustrate this 
test is that of Mr. H., aged 24. Static 
retinoscopy, O. D. +1.00 D.S., O. S. 
+5.50 D. S. Dynamic retinoscopy, O. 
D. +1.75 D. S., O. S. +6.50 D. S. 
Subjective static tests, O. D. +1.00 
D. S. V=20/20 O. S. +4.50 D. S. 
V=20/200—and could not be im- 
proved. The objective monocular ac- 
commodative test showed O. D. had 
6 D. of accommodation, but the near 
point for the left eye was less than 20 
inches with no improvement. In a 
case like this we can be satisfied that 
the leit eve has very little visual 
acuity. 

Ophthalmescopic Examination. This 
examination is very essential, for blind- 
ness in-some cases may prevail, even if 
there is only a low error of refraction 
found, as long as there is found a 
fundus lesion, some pathologic condi- 
tion of the choroid, retina or cloudy 
media. 

Subjective Tests 

Subjective tests are: (a) Binocular 
reading test; (b) Duane’s method; (c) 
Prism base up and down test; (d) 
Double prism test; (e) Pin hole test; 
(f) Ten diopter convex lens test; (g) 
Test with Worth amblyoscope. 

Binocular Bar Reading Test. While 
the natient is reading small tvpe on 
reading card at near, a pencil is held 
in front ef the card by the examiner. 
The ability to read uninterruptedly 
proves that both eyes are functioning, 
as the pencil cuts off the letters and 
words from each eye on different plac- 
es on the card and could not be read 
monocularly without interruption. 

Duane’s method. Have the patient 
read aloud and quite rapidly. While 
occupied with what he is doing, quick- 
ly place a four degree prism base 
down in the front of the alleged blin‘! 
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eye. The examiner should be certain 
that the eye is open at that time. If 
the eye is totally blind or vision is 
very poor, the placing of the prism 
will make very little difference in the 
reading. He will be able to read just 
as well as before the prism was placed 
in front of the eye. But if there is 
some sight in that eye he will not be 
able to read or will at least stumble, as 
the placing of the prism will produce 
double vision. 

Test with a Pair of Five Degree 
Prisms. Place one prism base up and 
the other base down in front of the 
subject’s eyes. Have the patient hold 
a card about four by six inches 
with a horizontal line of large print 
(12 to 14 points). Ask patient if he 
sees four rows of print or only three 
If he claims he sees two only there 
is good proof that there is vision in the 
alleged blind eye. 

Double Prism Test. Place a double 
prism in front of the good eye, and an 
opaque disk in front of the other eye. 
Have the subject hold a card with a 
horizontal line of print on it. Ask the 


subject whether he sees one or two 


lines. If he claims he sees only one 
line there is proof of dishonesty. For 
the double prism in front of the good 
eye produces double vision, hence, he 
must see two lines with the good eye. 
Care must, however, be taken that the 
prism is properly placed in front of 
the eye. 

Pine Hole Test. Place a pin hole 
disc in front of the good eye so that 
the small hole is as near the center of 
the pupil as possible. Have the sub- 
ject read at distance or at near. His 
head is then to be slightly tilted down- 
ward till the visual line comes above 
the pin hole. Ii the subject is still 
able to read he is doing it with the al- 
leged blind eye. 

Test with a 10 D. Convex Lens. 
Place a 10 D. convex lens in front of 
the good eye. This eye becomes arti- 
ficially myopic and will have its focus 
at four inches. Hold a reading card 
with fine sized print on it in front and 
very close to the patient’s eye. As he 
reads, gradually remove the card far- 
ther away till it is outside of the focus 
of the lens. If he is still able to read 
he is doing the same with the alleged 
blind eye. 


Partial Blindness in One Eye 
In partial blindness the test may be 


made objectively or subjectively. The 
objective tests have already been de- 
scribed under total blindness. Some 
subjective tests only will be mentioned 
here. 

Subjective tests are: (a) Jackson's 
convex and concave cylinder test; (b) 
Snellen color test; (c) Mirror test; (d) 
Movable chart; (e) Kurtz’ visual acu- 
ity test. 

Jackson’s Convex and Concave Cyl- 
inder Test. Place a +6.00 D. C. and a 
—6.00 D. C. axis parallel in front of 
the good eye so that one lens neutral- 
izes the other. Have patient read on 
distance test chart and turn front cyl- 
inder slowly till the axis of one cylin- 
der is perpendicular to that of the other 
cylinder. If the patient is still able to 
read he is doing so with the poor eye. 

Snellen Color Test. This test is 
performed by using a chart made up of 
a series of transparent Snellen letters, 
alternately, red and green, in a frame. 
A red lens of such a shade as to en- 
tirely quench the green letters and a 
green lens of such a shade as to en- 
tirely quench the red letters is placed 
in the trial frame. The chart of the 
transparent letters is to be hung on a 
window with plenty of illumination. 
Then, for instance, if the patient claims 
his left eye to be the poor eye and the 
red lens is placed in front of the right 
eye he should be able to read the red 
letters only and the green letters will 
appear to him black and not distin- 
guishable. If, however, he can also read 
the green letters he sees those with the 
alleged poor eye. The acuity of vision 
can be measured by the size of letters 
he reads on that chart. 

The principle of this test lies in the 
fact that while rays of a similar color 
may pass through a colored glass. 
rays of a complimentary color are 
stopped. This test is very valuable 
and easily and quickly performed, but 
care must be taken that colored lenses 
are of such a shade as to completely 
quench the complimentary colors ot 
the transparent letters. 

Special Test Card. Instead of com- 
mencing with the single top line of 
20/200 letter, the test chart should 
commence with the 20/70 or 20/50 let- 
ter. Many recruits and claimants for 
dis»bility or accident insurance who 
have some defect or injury in one eye 
try to exaggerate and are fully deter- 
mined to read only the first letter on 
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the chart. This chart then eliminates 
this class of exaggerators, as nearly all 
of them read the first letter without 
difficulty, which is, as the case may be, 
20/70 or 20/50. 

Mirror Test. A mirror is placed on 
the wall alongside of the test chart. 
A similar chart with letters reversed is 
placed above the head of the patient. 
He reads a certain line on the regular 
chart and then is directed to read the 
same line in the mirror. By so doing 
his vision is shown to be twice the 
amount that the subject claims it to 
be. 

Movable Chart. The purpose of this 
is to expose only one line of letters at 
one time. This eliminates the chance 
for comparison, as the claimant can 
see only one line at a time and cannot 
exactly judge what size of letters he 
is reading. 

Kurtz’ Visual Acuity Test. This 
test is performed by using a set of 
white wooden cubes and a set of white 
wooden balls, made up exactly of the 
same size as the letters on the test 
chart (i. e., there is one cube and one 
ball in the set for every line of letters 
there is on the test chart from 20/200 
to 20/20 inclusive). One ball and one 
cube are placed at 20 feet distance on 
a black background 12 inches apart. 
The subject is asked: Which is the 
ball and which is the cube? The small- 
est set in which he can distinguish the 


difference between the ball and cube 


measures his vision. 

It is not sufficient that he sees where 
the objects are located, for this would 
simply indicate that he has the per- 
ception of a white object at a certain 
distance, but he must be able to dis- 
tinguish between the ball and the cube. 
In this way the acuity of vision is mea- 
sured the same as by reading the let- 
ters of the same size on the test chart. 


This test has proved itself to be of 
great value where others have failed. 
No matter how the claimant may be 
coached on the test chart he cannot 
outwit the examiner, as he has no 
means of comparing the size of the 
test objects with any line of test let- 
ters. An illustrative case may best 
explain how this test is employed. 

Recruit L., age 24, white. On the 
record from previous examinations he 
had O. D. 20/200 O. S., 20/100. Re- 
fractive error was very small. He 
claimed at the examination that lenses 


did not in the least improve his vision. 
fundus was normal and media clear. 
There was no cause for poor vision 
but we did not have the proof that he 
could see better than he claimed. We 
then used the Kurtz visual acuity test 
and by interchanging and mixing up 
the cubes and balls it was found that 
the recruit could tell the difference 
between the 20/20 ball and cube. This 
was established as being correct by a 
number of trials. We then placed a 
+0.12 D. S. in front of his eyes and 
told him that with these glasses his 
eves had been made perfectly normal 
and that he must be able to read on 
the test chart the 20/30 line. Failing 
to do so would mean that he would 
have to suffer the penalty for malin- 
gering. He responded quickly and 
read the 20/30 line on the test chart 
without missing even one letter. 

The placing of a low power spheri- 
cal lens in front of recruit’s eyes is 
merely psychological and has a double 
purpose. First, by telling him that 
with this lens his eye is made perfectly 
normal and he must be able to read a 
certain line on the test chart, he is in- 
directly told that the examiner knows 
the exact condition of his eyes and he 
would therefore be afraid to continue 
stalling. Second, it is much easier for 
a subject with a lens in front of his eye 
to read a certain line on the test chart, 
which he previously under no circum- 
stances could read with his naked eye. 
He feels that he is now reading some- 
thing he claimed he could not see be- 
fore, but he is doing it under different 
conditions, for he is doing it with a 
supposed lens correction in front of his 
eye. 

This test is also valuable for illiter- 
ates and voung children. No hard 
and fast rule can be laid down as to 
which test to use in each case. It all 
depends on the subject and the exam- 
iner. The necessity of the examiner 
heing on the alert cannot be overem- 
phasized. An alert examiner with all 
these tests at his command will not 
have any difficulty in discovering a 
malingerer no matter how well trained 
he may be in the art of deception. 


Another interesting case may be 
cited. A recruit, upon examination, 


clnimed to be entirely blind in the 
right eye since birth. There were two 
coptains and one lieutenant in charge 
cf the eye examining department at 
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that time. They were all convinced 
that the recruit was stalling but they 
could not prove that to their own satis- 
faction. The writer happened to come 
into the examining room at that time 
and they turned the case over to him 
and asked him to try and prove wheth- 
er or not the man was mialingering. 
After making a few tests which were 
not successful we succeeded finally by 
using a weak convex lens in front of 
the leit eye and an opaque disc in the 
front of the right eye and making the 
patient believe that the left eye was 
the one that was covered. He was 
then told to walk across the room. 
This he claimed he could not do, as he 
could not see the light with the right 
eve. This of course proved that he 
was malingering, because it was his 
right eve that was covered up with the 
cpaque dise and the left—the seeing 
eye—was uncovered. The manipula- 
tion and changing of the lenses and 
dise had to be done quickly in order 
to get the subject so confused that he 
could not tell which eye he was, using. 

Test with the Worth Amblyoscope. 
This test has been used at times with 
great effect. [especially is this test very 
useful when you have to prove to a 
jury that the claimant is malingering. 
From the tests already mentioned the 
examiner can find out for himself 
whether the claimant is malingering or 
not. These tests are more or less tech- 
nical. By properly using the Worth 
amblyoscope the examiner is able to 
not only detect malingerers for himself 
but can also prove it to others. To 
make this test the amblyoscope should 
he so arranged that the images are 
crossed when looking through it with 
normal eyes. The amblyoscope should 
be placed on the table in such a man- 
ner that the patient shall see clearly 
thet the tubes do not cross. Now, let 
us take two objects: say a bird and an 
arrow. The bird will be placed in the 
tube which will be seen by the right 
eve (the blind eye) and the arrow 
which is larger than the bird be placed 
in the tube seen by the left eye (the 
seeing eye). It should be remembered 
that the amblyoscope is so arranged 
2s to have the images crossed, so that 
the arrow will be on the right though 
seen by the left eye and the bird on the 
left though seen by the right eye. If 
the claimant is malingering he will 


claim to see only that object on the 


side of the seeing eye, in this case the 
bird, which in reality is seen with the 
eye claimed to be blind. This is con- 
clusive proof that the claimant not 
only is malingering, but also has good 
sight in the right eye. 


Total and Partial Blindness 
in Both Eyes 


Simulated total blindness in both 
eyes is unusual because it is difficult 
to carry out. This may sometimes be 
pretended by persons who have ambly- 
opia in both eyes or by hysterical per- 
sons, 

A really totally blind person has de- 
finite and peculiar characteristics. He 
has a dull stare, eyes are turned up- 
ward and slightly outward, has an 
expressionless face and walks hesitat- 
ingly. The objective tests are the same 
as for any other form of malingering. 
There are a few subjective tests for 
these cases. 


The examiner may pretend that he is 
testing the sense of direction. The 
examiner may go to one end of the 
room and ask the patient to approach 
him. <A piece of furniture may be 
placed in his way and the examiner 
should observe whether or not the pa- 
tient is trying to avoid the objects 
placed in his way. Care, however, 
must be taken that the patient should 
not get injured. 


Schmidt-Rimpler suggests that the 
patient be told to look at his own 
hands which he holds a short distance 
from his eyes. If he looks in a differ- 
ent direction he is only a_ pretender 
and believes that he is this way de- 
ceiving the examiner. A blind person 
can easily succeed in casting his eyes 
in the direction of his hands. 


Priestly-Smith suggests the appli- 
cation of the Van Waltz test. The pa- 
tient is placed in a _ semi-darkened 
room, a candle light is to be placed in 
front of him so that he will naturally 
cast his eyes in the direction of the 
candle without being instructed to do 
so. A prism, base in, is placed in 
front of one eye. If vision exists the 
eye will move outward and again in- 
ward when the prism is removed. 

It is not necessary to perform all the 
tests mentioned in order to examine a 
malingerer. The examiner will find 
that with some of these tests it will be 
very difficult for the most expert mal- 
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ingerer to deceive him, and in some 
cases it will take a great deal of clever- 
ness, alertness and knowledge on the 


part of the examiner to outwit the ma- 
lingerer who may be well informed 
and trained in the art of deception. 


PRACTICAL NOTES AND CURRENT 
REFRACTIVE TOPICS 


R. M. Peckham, Opt. D. 
Waterbury, Conn. 


PLUS PRISMS FOR ESOPHORIA 


Evidence begins to accumulate that 
plus prisms (base in) are more influen- 
tial in relieving the patient from the 
uncomfortable sequillae of latent hy- 
peropia than are the plus spheres cor- 
recting the hyperopic error. Some of 
more notable sequillae of esophoria are 
chronic indigestion, with sepsis of 
urine and stools, low blood pressure, 
occasionally dizziness, fatigue, irrita- 
bility, frontal, temporal and occipital 
headache. 

Often, headaches and fatigue are re- 
lieved by the prescription of the full 
correction. When they are not, it has 
been the custom to ascribe their per- 
sistence, rather vaguely, to “nervous 
trouble.” But nervous trouble has a 
cause, and that is always to be found 
in some splachnic or somatic stress. 
Yet, in these esophoric cases, while the 
physician finds symptoms that seem 
to indicate the cause of the trouble, 
medication fails to effect a complete 
cure. Perhaps the original cause may 
he found in the somatic stress of over- 
forced convergence, although, in the 
past, we have been wont to ascribe di- 
gestive and other visceral troubles to 
the splanchnic stress of an over-labor- 
ing accommodation. 

Dr. Gertrude M. Martin, of Utica, 
NX. Y., reports a case of esophoria 
showing all the typical disturbances. 
Man of about 48, obliged to give up 
near work some ten or twelve years 
“go because of eye strain. Irritable, 
headaches, indigestion, low blood pres- 
sure. Wearing O. U. +1.50 D. Sph. 
with +1.50 D. Sph. additional for read- 
ing. Esophoria at distance, conver- 
gence insufficiency at near. Distance 
abduction, 15 P. D., adduction prac- 
tically nil, varying on different days, 
never exceeding 6 P. D. Adduction 
at near, zero. 

Given daily exercises with the krat- 


ometer, with base in prisms, and with 
2 P. D., base in, O. U. for distance, 


-he was gradually built up until could 


wear O. U. +3.00 D. Sph. for distance 
with the above prisms, vision 20/30. 
Abduction and adduction changed re- 
markably, abduction dropping to 6 
P. D., and adduction increasing to 30 
P. D. Note particularly that only 
exercises with the base in prisms were 
given. 

According to all our old theories, 
following base in exercises, abduction 
should increase, and whoever heard of 
adduction increasing as the result of 
base in exercises. Truly, there must 
be something at fault with much of the 
theory that has been fed us in the past. 


Within a couple of weeks after ex- 
ercises were commenced, the patient, 
who had been troubled with insomnia 
for years, began to sleep better. An- 
alysis of urine and stools showed a 
wonderful improvement in digestion. 


In about two months digestion was 
satisfactory and blood pressure went 
up to normal. Medical treatment was 
continued during this period, so it is 
difficult to say how much of the im- 
provement can be definitely ascribed to 
the exercises and the glasses. 


After about five months of this treat- 
ment, the prisms were taken off, leav- 
ing the spherical correction +2.75 D. 
Sph. with +2.00 D. Sph. addition. 
Medication was continued. Immedi- 
ately indigestion returned, blood pres- 
sure fell to low level, headaches, in- 
somnia, irritability, all the discom- 
forts returned. 

The prisms were replaced, base in, 
the base in exercises renewed, and im- 
mediately there was comfort, digestion 
good, blood pressure returned to nor- 
mal. 

So there can be no possible doubt 
but that the prisms accomplished more 
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than either the spherical correction or 
medication alone could do. 

Another case reported by Dr. Martin 
is of a man of 50 who had suffered 
from incurable headaches for many 
years. All medical treatment without 
avail. Being in comfortable circum- 
stances, he had consulted eminent ocu- 
lists and physicians. Wearing O. U. 
+1.50 D. Sph. with a minus oblique 
cylinder in the left for which the 
keratometer readings gave no excuse. 
Esophoria at distance, convergence in- 
sufficiency at near. 

Kratometer exercises with base in 
prisms soon so relaxed accommodation 
that O. U. +2.25 D. Sph. with 0.75 
P. D., base in was accepted for the 
first correction. But this did not stop 
the headaches. After a month of base 
in exercises which apparently accom- 
plished nothing save a slight increase 
in abduction, the prisms were raised 
to O. U. 2.50 P. D., base in with no 
increase of plus. Headaches disap- 
peared as by magic. The kratometer 
exercises had paved the way for the 
acceptance of the high prism power. 
In this case, no medicines were taken, 
nor did the headaches disappear with 
the slight increase of spherical power. 
The credit for cure must be given to 
the prisms. In this case, also, increase 
in reserve adduction followed the wear- 
ing of base in prisms and the giving 
of base in exercises. 

Dr. Martin reports similar results 
from other cases of the same general 
character. I will cite a few instances 
from my own experience. 

Young woman of 28. Periodic head- 
aches, frontal, temporal and occipital. 
Wearing O. U. +0.75 D. Sph., eso- 
phoria at distance, orthophoria at 
near. O. U. +2.00 D. Sph., gave or- 
thophoria at distance with 2 degrees 
of exophoria at near. These gave a 
slight blur to distance vision, reduc- 
ing to 20/25. In a month’s time, no 
relief from the headaches was apparent 
and vision had reduced to 20/30, in- 
stead of the expected clearing. Added 
1 P. D., base in prism to the +2.00 
spheres, which brought vision again 
to 20/25. No headaches for three 
months, when they began to return, 
but with less than the former severity. 

Added another diopter to the prism 
and reduced the sphere to +1.50 D., 
giving 20/20 vision. There have been 
no headaches for over a year. The 


prescription is O. U. +1.50 D. Sph., 
() 2.00 P. D., base in. I am satisfied 
that the total error is +1.50 D. Over- 
correction, advocated for stubborn 
esophoric cases, failed miserably. 

A man of 38, librarian, wearing O. 
U. +0.25 D. Cyls. Axis 90, esophoric 
at distance 2 degrees, at near the same. 
Convergence insufficiency shown in 
the stereo test. Constant twitching of 
the eyelids, and after a day’s hard 
work the left eye would be badly in- 
flamed. 

No great amount of latent error dis- 
coverable. Distance abduction 4 P. D., 
distant and near adduction reserve, 
both 16 P. D. Gave O. U. +0.25 D. 
Sph. () +0.25 D. Cyls. axis 90, add for 
reading, O. U. +1.00 D. Sph. While 
he had increased comfort for reading, 
yet neither the eyelid twitching nor 
the inflammation were diminished. 
After a month’s wearing of these 
glasses with no evidence of improve- 
ment, we commenced daily kratometer 
exercises with base in prisms. In 
about a month, the distance abduction 
had increased to 6 P. D., and the eye- 
lid twitching ceased. In another 
month, during which the daily exer- 
cises were continued, abduction had 
risen to9 P. D. Still the left eye 
would become inflamed if much near 
work was done. Incorporated +1.00 
degree prism (base in) with the for- 
mer distance prescription without in- 
crease of plus power. This did the 
trick. A day’s work can be done 
without fatigue and without inflamma- 
tion of the left eye. After a month's 
use of these glasses we took the ad- 
duction reserve and found it to be 30 

There is no use of retelling more 
of these cases. This treatment has 
proven so efficacious that, as a matter 
of routine, we give plus prisms to all 
esophores. But there is still much 
ground to be covered in an experimen- 
tal way. The two principal questions 
are: How much prism is to be given‘ 
How long must they be worn? 

I have found that hyperopes do not 
take kindly to more than one-third 01 
the distance abduction as the first base 
in prescription. If kratometer exer- 
cises can be given daily, they will soon 
accept more. If this cannot be done, 
it is a matter of several weeks, some- 
times several months, before more 
prism can be added. I do not feel that 
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this is more than an empirical way of 
getting at the matter, and that there is 
something yet to be learned. Wheth- 
er the amount of the esophoria, the 
amount of latent hyperopia, the speed 
of response to base in prisms, are fac- 
tors, and whether there are still other 
factors, such as the personality of the 
individual, the nature of the symptoms, 
that must be considered, can only be 
finally determined by the treatment of 
2 great many cases by different practi- 
tioners, and their collaboration in an- 
elyzing these cases. That the funda- 
mental principle is correct, | now have 
no doubt. 

The other problem is to know when 
the prisms have been worn long 


enough and may be discontinued. At 
the beginning, | thought that as soon 
as the over-close relation of accommo- 
dation and convergence had been dis- 
rupted, so that the full plus correction 
could be worn with clear vision, then, 
surely, the prisms had served their 
purpose and could be abandoned. But 
this is seldom the case. They must 
be worn until a new habit of conver- 
gence is well established, the old path- 
ways obliterated, new built 
through. How long that will take, is 
obviously largely a matter of the indi- 
vidual. Still, if enough cases are treat- 
ed by this method, and there is co-op- 
eration among us, some definite con- 
clusion ought to be reached. 


OPTOMETRIC NOTES 


MASTURBATION, 
THE CAUSE OF AMBLYOPIA 


W. W. Smith, Opt. D. 
Dublin, Georgia. 


Young man sixteen years old pre- 
sented himself for examination Aug., 
1922. 

He had had to quit school on account 
of his eyes. He had been examined 
just a few weeks before coming to me 
by an ophthalmologist and glasses 
were not prescribed. Tonsils were re- 
moved in hopes of correcting the 
trouble he was having with his eyes. 
As no improvement was shown after 
several weeks and as no encourage- 
ment was given the father as to the 
outcome of the case he decided to con- 
sult me. 


His vision was O. D., 20/300. O.S., 
20/20? The ophthalmoscope showed 
the fundus to be normal and only one- 
half dioptre of astigmia was revealed 
with the ophthalmometer. Skiametry 
Static findings were O. U. +1.00 with 
the dinamic readings O. U. +3.00. The 
amplitude of accommodation was 12 
dioptres, and exercises were started to 
cng, if possible, the accommoda- 
ors. 


Returning in November the father 
said that the boy had been attending 
school and was getting along pretty 
well but had some trouble in reading 
at night. Examination revealed no im- 
Provement in vision in O. D. O. S. 


the same for distance, but the Ampli- 
tude of Accommodation was now only 
6 D. where it had been 12 D. three 
months before. 

In February the patient returned 
stating that he had to quit school as 
he could not see to get his lessons. 
Examination revealed the fact that the 
right eye remained the same. ‘The 
vision in the left eye was now only 
20/40 and the Amplitude of Accom- 
modation was .50 D. Bifocals were 
made with a +2.25 D. Sph. add which 
enabled him to read. I went with the 
patient to a physician and explained 
his case to him and had him examine 
him thoroughly, including a Wasser- 
mann. The Doctor called me up and 
said that he could not find a thing 
wrong with the boy. I called the boy’s 
father in my private office and told 
him the physician could not find a 
thing wrong with the boy and that 
there could be only one condition caus- 
ing his boy to lose his eyesight. I told 
the father that from what I knew of 
the case I had decided that his son 
was a Masturbatior. The father re- 
plied: “You have the correct diag- 
nosis this time. I caught him in the 
garage a few weeks ago in the act of 
masturbating and intended telling him 
of the evil of it but was so embar- 
rassed that I have not talked to him. 
He did not know that I saw him in the 


act.” I said, “well, there is only one 
thing to do and that is to stop this at 
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once or else he will go totally blind 
and insane.” I called the boy in and 
before I said a word the boy’s father 
said, “Charley, I want you to tell the 
doctor the truth for he knows what is 
causing your trouble and has told me 
and he wants to save your eyes and 
keep you from losing your mind.” I 
knew the boy was guilty by the ex- 
pression on his face. I asked him if 
he ever practiced self-abuse, and he 
said, “yes.” How long? “About three 
years.” How often? “Every day.” 
How many times? “Five or, six times 
a day.” I then told him that he was 
robbing his nervous system of all its 
nervous energy and this had caused 
him to lose the sight in one eye and 
to practically lose it in the other and 
that if he didn’t stop at once that he 
would be totally blind and insane. On 
promising that he would stop they left 


and upon returning in thirty days the 
vision in O. D. was 20/100 and in O. S. 
20/20 and he now has 4 D. of Accom- 
modation. I removed his bifocals and 
asked him to return in thirty days. His 
eyes are now normal. 


A CORRECTION 


In the article, “The Correction of 
Astigmia in Relation to the Prevention 
of Cataracts,” by Charles I. Saks, 
which appeared in the July, 1926, issue 
of this Journal, the last sentence should 
read: 

“The only possible result from this 
accommodative irritation that may 
lead to cataract is this: the increased 
fluid secretion may not be carried off 
quickly enough with the result that a 
congestion will be set up in the lens 
thereby interfering with nutrition.” 


SPECIAL 


REPORTS 


FULL SPEED AHEAD 


F. McFadden Opt. D., F.A.A.O. 
Athol Mass. 


With the convention over and our 
internal political problems amicably 
settled it is now time for our Ship to 
lay to her course, sailing by compass 
and chart. We have far to go. Our 
hold is packed with treasure. We have 
a tremendous mission to perform. We 
are called into being by a Great Pur- 
pose and it is our destiny now to carry 
out our assignment. No other profes- 
sion or calling has the time, the inclina- 
tion, the training, or the scope for this 
work. Even were we to halt by the 
wayside, no other profession could 
carry on as we have; certainly no other 
calling will ever add to its own already 
great burdens by undertaking ours. 
Moreover, we have the will to win, the 
purpose to achieve, the ability to per- 
form, and Destiny has for long years 
pointed our way. 

There are many directions to our 
problems, or at least there are many 
facets to our gem. Directions of influ- 
ence too often indicate directions of 
stress, and there can be but one unit of 
force, one direction of urge, one move- 


ment of our planet—forward. We shall 
revolve axially, we shall have nuta- 
tions, precessions, changes of season, 
but these are but phases of the general 
forward movement, just as our civic 
and organic structure are but phases 
of self-government. We are rapidly 
sloughing off the shell, the husk, the 
rough envelope, from which we have 
been moulded or born into Modern 
Optometry. In this we are becoming 
educated along several lines. 
Education is necessarily a slow proc- 
ess, a very exacting performance. 
There is, in the instance of Optometry, 
the necessity of properly educating the 
young men who are taking up the bur- 
den. For this purpose we are found- 
ing schools, seeking endowments, 
planning foundations, advocating clin- 
ics. There is also the even greatef 
need of educating the men who are al- 
ready in the field. It takes a long while 
to make an Optometrist, although the 
process of making an optician need not 
be so tortuous. One who has finished 
the prescribed course of instruction 
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preparatory to coming before the ex- 
amining board, even when successful, 
is yet a long way from his goal of be- 
ing a competent optometrist. His 
school life has but taught him one 
thing, in the aggregate, and that is 
how to think for himself, how to really 
study, how to join with the machinery 
of which he is now to become a part. 
li he is destined to be an important 
piece of this intricate machine, even 
within his own calling, he must have 
many faculties perfectly formed and 
polished. In this respect, having passed 
his preliminaries, he is now in the larg- 
er school of the world from which the 
daily grind of yet more difficult lessons 
has not by any means been withdrawn, 
but which in fact are far greater. The 
answers to many of these questions 
will long be withheld from him, and in- 
deed he may never know the correct 
solution to some. 


These problems are ours, the grad- 
uate, the student and the practitioner 
must carry the burden just as they 
were those of our estimable predeces- 
sors. We must all, young and old, put 
our shoulders to such spokes of the 
Optometric Wheel of Progress as pre- 
sents itself, and push with all our 
might. One spoke of the wheel is that 
of public instruction in its appreciation 
of vision, its care of the eyes, its rela- 
tion to Optometry as guardian of visual 
welfare. This takes on a larger num- 
ber of problems. Some of these relate 
to schools. They relate to daylight 
illumination, to artificial illumination, 
to directions, intensities, colors, of il- 
luminators. They must regulate the 
times of eye service in school work, 
whether in the school house or in the 
home. In this we must consider the 
mother and the teacher, but we must 
emphatically take proper consideration 
of the school nurse and school physi- 
cian. We can tolerate no pernicious 
meddling by them. Our part in fur- 
nishing taxes and students precludes 
allowing ignorance, impertinence, or 
ancient prejudice to interfere with our 
proper performance. We must directly 
undertake industrial instruction. The 
field of the lighting engineer is so in- 
timately connected with our own that 
we must join forces with them in order 
to both decrease manufacturing difficul- 
ties and costs but increase production 
and individual efficiency. In doing 


these things we shall be met far more 
than half way by the capitalist and the 
laborer, for it adds tremendously to the 
success of each. 


There is no glory in hiding our light 
under a bushel. Talent was given Man 
for service, and he must use it, and the 
using is very closely coupled with the 
telling. In a measure this is adver- 
tising, but there are phases of this 
subject which run into multitudinous 
numbers. Public speaking, newspaper 
and magazine writing, public addresses, 
radio speeches, private office confer- 
ences, even our own personal contact 
with the world—all these are infinite in 
number and type, but are some form 
of advertising. In fact our work can 
be far more successfully presented than 
by newspaper spaces, and many of the 
older methods to which we formerly 
subscribed. Leaflets, books and book- 
lets, upon almost every conceivable 
phase connected with vision are eagerly 
awaited by the world, and magazine 
writers are by no means averse to ac- 
cepting, for good pay, properly pre- 
sented articles which are written in- 
Here is 


terestingly upon the subject. 
almost a limitless field for our scribes. 

But there are even far greater fields 
than these, for we have a tremendous 
hinterland as yet unexploited, unex- 


plored, hardly yet envisioned. We 
know little indeed about the human 


body, less about the brain, practically 


nothing about the mind, and within the 
mind itself vision really exists. The 
physical problems of the body are of 
the grossest sort, but we have in some 
slight measure the means at hand for 
studying them. The retinal picture is 
transferred by some occult science to 
the sensorium of the brain, there re- 
ceiving interpretation. Transmission 
of the impulse is an electrical problem, 
an engineering problem, a mathemati- 
cal problem, a chemical problem. Who 
shall do this, the electrician, mathema- 
tician, chemist? The surgeon and 
pathologist has shown us the way but 
it is distinctly not his problem. It is 
ours, both to conceive and to perform. 
The subject of ophthalmic lenses is 
by no means exhausted, and certainly 
the problem of fitting them suitably 
to the wearer is yet incomplete. Mea- 
surement of the eye for its various 
anomalies is an intricate mathematical 
problem which can scarcely be roughly 
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approached by our archaic trial frames, 
loose lenses, hand-befuddled prisms, 
and trial-by-error manner of “fitting.” 
The old hand mirror is as incompetent 
for Skiametry as the fogging method 
for fitting. The self-luminous skias- 
cope is slightly more convenient but 
its glaring inaccuracies are correctible, 
and when these have been completed 
we will have a very effective instru- 
ment. With phorometers, optometers, 
ophthalmoscopes, kratometers, and 
lensometers in their various forms we 
are capable of great exactitude in some 
portions of the work, but there is yet 
much which can and must be done in 
the design and construction of instru- 
ments. Who shall do these things but 
Optometrists? Personal success lies in 
all these varied directions. But in or- 
der to receive a competence we must 
prove ourselves competent in our call- 
ing. To be sure of our work we must 
be sure of ourselves, but doing this 
can only come about if the public ac- 
quires confidence in us. 

Knowledge has always meant power, 
and it is our duty to ourselves and to 


the world to prepare ourselves worth- 


ily. Instruments are absolutely nec- 
essary to our work and to assure our 
consultants that we are confident of 
ourselves, since instrumentation cannot 
possibly be undertaken by weaklings 
and ignorant users. Proper instrumen- 
tation of our offices makes a tremen- 
dous psychological impression upon 
our patrons, but let no man, at least no 
Optometrist, buy equipment and re- 
main incompetent in its use, depending 
upon the bluff it might be excepted to 
work, since nothing in the world shows 
off a bluffer so quickly as a manifest 
ignorance of the use of mechanical ap- 
pliances in our times when all people 
are so well versed in mechanics. 


With books and magazines upon 
every conceivable subject under the 
sun, there is no modern excuse for ig- 
norance. To remain in ignorance upon 
a subject, particularly upon the sub- 
ject with which our own business is 
concerned, is to exist in “outer dark- 
ness.” Next in importance to educa- 
tion is more education. Next in im- 
portance to instrumentation is more 
instrumentation. Next in importance 
to books comes more and still more 
books. Every man who writes a book 
has given up from two to ten years of 


his life to the subject he thus teaches. 
His book extends his audience from the 
class room to the whole country, to the 
whole world, to every language. His 
book extends his time from the single 
hour of the class room and the few lis- 
teners to the evening, the casual hour 
of study, to the year, to the whole 
century. He writes even into history, 
for his tongue will not be stilled by the 
centuries. When he speaks his words 
have died with the reverberations of 
his voice, but when he commits him- 
self to the printed page we can read 
him a dozen or a thousand times, since 
time and space become zero. A dozen, 
a hundred, a thousand men can and do 
speak to us from our library shelves 
and our magazines, every year of our 
lives—if we listen. 

But it is not alone our duty to read 
books and magazines upon Optometry, 
it is an even higher duty to tell others 
what we have learned. It is miserly 
to hoard wealth, to give nothing; and 
it is just as miserly to conceal knowl- 
edge from others since we lose nothing 
whatever from our own stores when 
we tell it to them. Some say that the 
telling is a gift which has been denied 
them. They merely deny themselves 
the pleasure and profit of telling by the 
miserly act of hoarding. No one sets 
a seal upon our lips or our pens but 
ourselves, and no one who has ever 
walked the earth but has learned some- 
thing which he can impart to others. 
He may have lost his voice, but can 
yet whisper; he may be mute but may 
yet make signs; in any case he can 
write or communicate his desires, and 
if he can do this he can do good to 
others—if he wishes. To do less is 
unworthy. 

There is now only one road ahead 
of us all, the open road. There are no 
crossings, no switches, no semaphores 
to slow our progress. Our one job now 
is toGO AHEAD. We must strength- 
en our defenses in every state. We 
must stop all forms of spectacle ped- 
dling and similar chicanery. While 
seeing to it that the graduate is com- 
petent to enter the field we must also 
cause those now practicing to either 
become efficient standard bearers or 
leave the ranks. If they will not come 
forward with us there is no reason why 
we should be dragged and degraded by 
them. They may become educated 
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if they will, and if they will not then 
it must be, it shall be, our will that 
they are dropped by the wayside. If 
we cannot drag them up at least they 
shall no longer drag us down, 
Optometry is a learned profession, 
growing more scholarly each year, but 
it has a definite direction of usefulness 
peculiar to itself. This being true there 
is no longer any modesty in allowing 
another profession to encamp itself 
within our midst. Medicine did not 
found optometry, we founded it our- 
selves. We have suffered their pres- 
ence in the past because we were weak 
and unprepared to eject them from our 
ranks, our mess table, and our councils 
of war. Medical men are now adding 
nothing to our store of knowledge. 
They are not fighting our legal battles 
for us, but rather fighting against us, 
biting a hand that feeds. They refuse 
us admission to their medical colleges, 
refuse us admission to their clinics, in- 
terfere with our practice in colleges 
and schools, and often work surrepti- 
tiously against our industrial program. 
Their methods of refraction are often 


a shame and disgrace to the subject, at 
least to themselves, certainly to us 


whom they concede to practice it bet- 
ter. Their equipment is far below ours 
in quantity and quality, while their 
collegiate work upon any branch re- 
lated to the refraction is farcical. They 
hold no conventions, either state or na- 
tional, hold no zone or other local 
meetings, nor do they publish and sup- 
port a press devoted to ocular science 
other than that of pathology. Ii 
physicians purpose to practice our op- 
tometry they must at once take our 
examinations exactly as we must take 
theirs if we would practice with them. 

While constantly assimilating our 
graduates we must prepare strong de- 
fenses and build mightily for a rapid 
and successful offensive in every form 
of worthy publicity, for public recog- 
nition, for school and college visual 
oversight, industrial activity, for our 
own clinics, for lecture bureaus, more 
books and better magazines, never for 
a moment forgetting that we must con- 
stantly add to our private assembly 
of books and instruments. 

By a concerted action we can make 
tremendous strides in the next few 
years. Every shoulder to his own spoke 
in the wheel. Then Push, 
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Optometric and ophthalmic Journal articles and reprints to be abstracted should be 


sent to Dr. G. L. DuPlessis, 209 Yeates Building, Minneapolis, Minnesota. Only papers of 


interest to optometrists will be reviewed in this department. 


Visual Field Conditions in Abnormal 
Weariness of the Eye, by Gelb and 
Goldstein, from the Progress of 
Ophthalmology. [Edited by M. L. 
Foster. Archives of Ophthalmol- 
ogy. Vol. LV, No. 2, pp. 190-191, 
1926. 

Foster reports a case from the rec- 
ords of Gelb and Goldstein who ob- 
served a ring scotoma for which no or- 
ganic cause could be found in a man 
who had received an injury to the 
brain. Careful testing showed that 
the case was one of abnormal fatig- 
ableness of the retina and that the ring 
scotoma appeared only during the 
usual perimetric examination. If an 
object was brought to bear constantly 
upon one and the same_ peripheral 
plece in the eye of the patient it be- 
caine invisible very soon, and a con- 
traction of the visual field was simu- 
lated. But if the object was moved 
further in a centripetal direction, be- 
fore it became invisible, it disappeared 
in the more central position. In fact 
this ring scotoma had a variable place, 
and when the object was carried cen- 
trifugally there seemed to be instead 
a simple concentric contraction. It 
was therefore a pseudo-scotoma. 


@ B. 


Ophthalmoscopy With Pin-Hole Pu- 
pil. Charles I. Saks. The Optica! 
Journal and Review. Vol. LVII, 
No. 7, p. 33, 1926. 

Saks suggests the use of the follow- 
ing procedure in making an ophthal- 
moscopic examination on patients hav- 
ing pin-hole pupils: 

Place about 8 prism (4_ before 
each eye), base in (equal amounts be- 
fore each eye not only relax each eye 
equally but prevent unnecessary chro- 
matic abberation), in the trial frame, 
and have the patient fix an object at 
some point farthest away in the ex- 
amination room. By using either the 
indirect or direct method, it will at 
once be found that the fundus can be 
seen much better with prisms than 
without them. The prisms also cause 
a relaxing of the sphincter of the iris. 

This method is good only if the pa- 


tient has binocular vision. This meth- 
od will be of no value if binocular yi- 
sion is not present, says Saks. 


B. 


On the Physiological Retinal—Venous 
Pulse. R. Kummell, Arch. f. Augen- 
heilk., Bd. XCV, February, 19235. 
Abstracted by G. V. Giri, in the 
British Journal of Ophthalmology, 
June, 1926. 

While by monocular ophthalmos- 
copy in the ordinary way retinal 
venous pulsation in the area of the 
optic disc is what comes mostly into 
evidence, binocular ophthalmoscopy 
with Gullstrand’s instrument reveals 
clear pulsation not only of the main 
retinal arteries but also, in succession, 
of their branches up to the capillaries 
and of the veins leading from the 
capillaries to the main veins. This 
fact was first noted by Haab and con- 
firmed years ago by Turk and by 
Kummell. This pulsation is, how- 
ever, not seen as dilatation and con- 
traction and undulation and _ stretch- 
ing of the vessels themselves, but only 
as widening and narrowing of the 
retinal reflexes emanating from the 
vessels in rhythm with the pulse. 

In a normal individual with 60 to 
70 heart beats per minute it is not 
at all easy to determine the time re- 
lations that the pulsations of the reti- 
nal arteries and veins bear to the sys- 
tole and diastole of the auricles and 
ventricles, and hence views have dii- 
fered as to how the pulsations are 
brought about. 

Kummell has studied the question in 
two cases of heart-block, in the first 
of which there were three and in the 
second two to three auricular contrac- 
tions to one ventricular systole. He 
finds that the retinal venous pulse is 
transmitted through the capillaries, is 
centripetal, and shows a quick post- 
systolic dilatation followed by a slow 
contraction, thus proving its depend- 
ence on the activity of the left ven- 
tricle as conclusively as its non- 
dependence on the activity of the right 


auricle. 
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Myopia in an Infant, by Henry, from 
the Progress of Ophthalmology. 
Edited by M. L. Foster. Archives 
of Ophthalmology, Vol. LV, No. 2, 
p. 194. 1926. 

Foster quotes Henry, who reports 
a case of myopia of ten dioptres met 
with in an infant two weeks old. 
After a difficult delivery the left ex- 
ternus was distinctly paralyzed, the 
right slightly paretic, but these con- 
ditions had nearly passed off at the 
end of six weeks. The fundus of both 
eyes was normal, and there were no 
signs of buphthalmos. 

T. O. B. 


The Chromatic Test for the Dominant 
Eye. Joseph I. Pascal. The Ameri- 
can Journal of Ophthalmology. Vol. 
9, No. 5, 1926. Reprinted in full. 


It is pretty well established now 
that. as a rule, the two eyes do not 
affect our visual consciousness with 
equal force. One eye leads the other, 
and this leading eye is termed the 
dominant eye. Just as our two hands 
are unequal in response, both from a 


motor and sensory standpoint, so are 
cur eyes. And just as people may be 
right handed or left handed so may 
they be right eyed or left eyed. 

The matter of finding the dominant 
eye is not merely a subject of academic 
interest. It is of distinct practical 
value to determine which is the domi- 
nant and which the subordinate eye. 
As an instance we may mention the 
value of this knowledge in testing and 
correcting heterophoria. Relieving 
prisms, and there are some very good 
reasons for a greater use of relieving 
prisms, are most comfortably worn 
when placed over the subordinate eye. 
Where a high power prism is neces- 
sary, too strong to be placed over one 
eve, '4 of the correction may be placed 
over the dominant eye and % over the 
subordinate eye. 

How to determine the dominant 
eve? A number of tests have been de- 
vised and described, some involving 
the use of special instruments. One of 
the simplest is to ask the patient to 
line up a pencil, or the index finger of 
his right or left hand, with a vertical 
bar, such as the edge of a door or win- 
dow. If he lines up the pencil with 
both eyes open, and then closes each 
eye in turn, he will notice the pencil 
more nearly in line with one eye than 


with the other. If the preponderance 
of the dominant eye is at all marked 
he will notice on closing the dominant 
eye that the pencil is way out of align- 
inent with the distant bar. 


A simpler and more accurate test 
which I have employed with success 
involves the use of the red disk from 
the trial case. The patient with both 
eyes open looks at the white muscle 
light, now furnished in all testing cabi- 
nets. I then slip the red disk over 
the right eye and ask him to note the 
new color of the light. This will ap- 
pear more or less reddish. The change 
in color can be strikingly. shown by 
putting the red disk on and off several 
times. After the patient has well 
noted the new color and the extent of 
change in color, I repeat the test with 
the red disk over the left eye. 


After a few trials the patient will 
easily be able to tell whether the 
change from white to red and the re- 
verse is more marked with the disk be- 
fore the right or the left eye. He will 
also tell about how much more 
marked the change of color is, if the 
difference is considerable. For ex- 
ample, with the red disk over the right 
eye the light may appear as a distinct 
tho diluted red, while with the disk 
over the leit eve the light may appear 
as faintly red. In fact this faint red- 
ness may only be appreciated by a 
slight whitening of the light when the 
disk is removed. 

As a check-up I move the red dise al- 
ternately from one eye to the other 
while the patient, now more familiar 
with the test, notes the different 
effects. Patients when explained the 
meaning of this test are intensely in- 
terested and cooperate readily. They 
make note to remember that they are 
right eyed or left eyed. 

This test, which may be called the 
chromatic test for the dominant eye, 
has the advantage over the first one 
mentioned that of lining up a pencil, in 
that it is a purely visual—sensory test. 
[It does not bring into play any motor 
activity of other organs. No complica- 
tions with the sense of direction, nor 
errors due to one being right handed or 
left handed can come in; nor errors 
due to a one-sided position of pencil or 
bar in lining up. With the red disk we 
test directly the difference in the 
strength of visual stimuli and cerebral 
response. The eye that plays a greater 
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role in the act of binocular vision im- 
presses its distinctive color and there- 
fore colors the light more deeply than 
does the subordinate eye. 

It may be added that the test is best 
made aiter each eye has been properly 
corrected to give it the best vision. 
Also in cases of marked heterophoria 
where the red disk is sufficient to cause 
dissociation of the eyes and resultant 
diplopia, enough prism has to be 
placed equally over the two eyes to 
correct the imbalance and the chro- 
matic test then applied over the 
prisms. 

In this as in other tests a little tech- 
nic has to be developed in order to get 
the most out of it. Sometimes when 
the red disk causes diplopia I move 
the disk say 15 or 20 inches away from 
the eyes when, in many cases, the 
images will fuse. By moving the disk 
so that it will be alternately before one 
or the other visual axis, the patient 
can readily tell the different color 
effects and the extent of the changes. 
By this method also the patient is 
hardly aware that he is looking thru 


the red disk with one eye only. Where 
the disk is applied close to the eyes it 
is best to mount two red disks to the 
ends of a simple device such as a pair 


of compasses. With this arrange- 
ment you can place a red disk before 
either eye, off and on, without moving 
anything across the patient’s face. 
Sometimes by using indirect vision, 
that is by having the patient look a 
little to the side of the target, the 
coloring effect of the disk can be more 
easily noted, tho the difference be- 
tween the two eyes may be less 
marked. 

The foregoing, however, are merely 
refinements which may or may not be 
used. The simple red disk alone, 
found in every trial case, can be 
made to serve the purpose for the test. 

It may also be noted that the chro- 
matic test can be used, not only as a 
qualitative test, to show which is the 
dominant and which the subordinate 
eve, but can be modified to serve as a 
quantitative test. By employing a 
series of red disks of increasing depth 
of color, or of incressing standardized 
thicknesses, we should be able to find 
those which will produce equal 
changes of color in the two eyes. 
From this a scale to measure the ex- 
tent of dominance may be worked out. 


I have found that occassionally the 
eye with the lower visual acuity is the 
dominant eye. From a limited num- 
ber of experiments I have found that 
about 6% show left eye dominance, 
and about 2% show no dominance of 
either eye. The rest show right eye 
dominance. 


Report Regarding Device Used in 
Lateral Homonymous Hemianopsia, 
A. Wiener. Archives of Ophthal- 
mology. Vol. LV, No. 4, pp. 362-363. 
1926. 

Wiener reports a case of a girl who 
had been the victim of a fracture of 
the base of the skull which produced a 
permanent lateral homonymous hemi- 
anopsia. She had great difficulty in 
walking about and in effort to assist 
her Wiener reasoned and worked as 
follows: 

“The solution of this problem 
seemed to depend upon some method, 
by which the rays which fell upon the 
blind half of the retina, could be re- 
flected over upon the normal hali of the 
retina. 

It came to my knowledge, that 
prisms, whose principal section is an 
isosceles right angled triangle, afford 
an important application of total re- 
flection. In such a prism, the hypo- 
tenuse may act similar to a plane mir- 
ror. For any angle which the incident 
ray makes, which is greater than the 
critical angle, a total reflection must 
take place. When such rays meet the 
hypothenuse at an angle of 45 degrees, 
this angle being greater than the criti- 
cal angle, which is about 41 degrees 
48 minutes for ordinary glass, these 
rays will be totally reflected, in this 
case through an angle of 90 degrees. 
A pair of spectacles was constructed 
with such a prism attached, 
mounted in the pupillary area. This 
proved entirely satisfactory. The pa 
tient now goes about without the 
slightest difficulty.” 

T. O. B. 


M. B. Ketchum. The 


Amblyopia. 
Vol. 13. 


Western Optical World. 

No. 6, p. 269, 1925. 

To be correctly diagnosed as ambly- 
opia, says Ketchum, an eye must have 
a visual acuity of 20/80 or less, with no 
improvement shown by the pin hole 
dise. There must be no internal or ex 
ternal signs of disease nor must there 
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be any history of ocular or other 
pathology which might have brought 
on the reduced visual acuity. In ad- 
dition to the foregoing, there must be 
no improvement in visual acuity when 
corrected by means of lenses with the 


most accurate of skiametry findings. 


Myopia, by Drualt-Toufesco, from the 


Progress of Ophthalmology. Edited 
by M. L. Foster. Archives of Oph- 
thalmology. Vol. LV, No. 2, p. 194, 
1926. 

In speaking of the hereditary nature 
of myopia, Foster presents the follow- 
ing points in its favor from the writ- 
ings of Drualt-Toufesco. 

“Repeated appearance in relatives, 
especially of side lines, who live under 
entirely different conditions; absence 
of a demonstrable cause which might 
act before or after birth; the fact that 
the anomaly follows Mendel’s law, 
and finally that it often occurs in con- 
nection with other anomalies. He has 
collated observations on 275 families of 
myopes. of which 186 presented con- 
genital anomalies. He divides these 
families into six groups, and in each 
distinguishes a certain number of kinds 
of hereditary transmission which are 
demonstrated through the compilation 
ofa large number of clinical histories. 
In the myopic families the ametropia 
shows a tendency to grow worse, par- 
ticularly in the males. As the result 
of his studies he believes that we are 
powerless to prevent the hereditary 


form of myopia.” 
T. O. B. 


Blue Lenses and Catzract. I. Block. 
The Optical Journal and Review. 
Vol. LVII, No. 20, pp. 23-24, 1926. 
Working on Dr. Arnold Lansons’ 

theory that cataracts were caused by 

the infra-red rays (the heat rays), 
rather than the ultra-violet rays, Block 

Prescribed during the last four years, 

corrections for 60 cases of incipient 

Cataract, these lenses being peacock 

blue in color. This tinted lens was 

used because it excluded more of the 
heat rays than any other. During this 
tme, says Block, not one patient, so 
glassed, advanced to the point where 

«1 Operation was necessary. 


The Diplopia Lemp. E. N. Hughes. 


The British Journal of Ophthalmol- 
ogy. Vol. X, No. 4, 1926. 


Hughes finds the method of testing 
diplopia with a candle flame has sev- 
eral disadvantages. The size of the 
flame is too small to allow the patient 
to describe accurately any tilting of the 
images that may be present. The 
candle flame illuminates surrounding 
objects and distracts the patient’s at- 
tention. The flame moreover is con- 
stantly moving in air currents, making 
it still more difficult for the patient 
to describe what he sees. 

It is often a matter of great difficul- 
tv for the examiner to interpret the 
patient’s description of the double 
images. 

The diplopia lamp has been designed 
to eliminate the disadvantages of the 
candle flame, and also to provide the 
patient with a means with which he 
can demonstrate to the surgeon the 
exact position and relation of the true 
and false image. 

The dimensions of the lamp are 4 
inches x 3% inches x 3% inches. It 
consists of a small case containing an 
erdinary pocket lamp battery. Attached 
to the front of the case is an enclosed 
metal reflector, the aperture of which 
is covered with an opal glass. In front 
of the opal glass is a metal dise which 
contains a slit measuring % inch x 
24 inches. When the electric cur- 
rent is turned on an evenly illuminat- 
ed area the size of the slit is obtained. 
In a darkened room nothing is visible 
except the illuminated area, the lamp 
casting no light on surrounding ob- 
jects. 

The metal case of the lamp, in addi- 
tion to the electric battery, contains 
a circular red glass for placing before 
the patient’s eye, and also two strips 
of glass, one red, and the other white. 
The size of these strips is similar to 
the illuminated area of the lamp. The 
patient, during the examination, holds 
the two strips of glass, and is request- 
ed to place them in positions corre- 
sponding to the images that he sees. 

The method has been tried on a 
number of patients with most satis- 
factory results. The patient is enable’ 
to demonstrate the actual distance that 
he sees the images apart, and tilting 
of the imaves can be most accurately 


shown. 
T. B. 
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EXTERNAL 
OCULAR INSPECTION 

The careful examination of the an- 
terior portion of the eye, the lids and 
the orbits is a phase of an ocular ex- 
amintion which should never be over- 
looked, as the appearance of these deli- 
cate structures and membranes will 
readily give one an insight as to their 
physical condition and also as to physi- 
cal conditions elsewhere. 

In starting this inspection the first 
thing one notes is the general appear- 
ance of the eyes. Are they very far 
apart; are they very close together; 
or, are they horizontally on plane, one 
with another, or is one higher than its 
mate? Or is any other type of facial- 
ocular deformity present? If so—this 
data should be recorded. Next we turn 
to the orbits themselves, and note any 
manifest abnormalities there. This 
concludes the general examination of 
the eye and can readily be done by 
merely observing the patient while the 
case history is being taken. 

We next turn our attention to a 
more detailed examination of the vari- 
ous parts of the ocular region as seen 
externally. The writer has found it 
advisable in making this portion of the 
ex" mination, to tilt the patient back, 
et an angle of from 30 to 45 degrees in 
an ophthalmic chair. It is of course 
necessary to have a comfortable head 


rest and the patient should be fully re- 
laxed, facing a good light. The writer 
uses a frosted 100 Watt day-light lamp 
on a sliding bracket, in addition to a 
movable spotlight used for focal illu- 
mination. 

It would seem best to start one’s de- 
tailed examination of the external 
structures cf the eye with a careful 
inspection of the eyeball itself. Is it 
de»pseated, normal in position, or pro- 
truding? If deepseated, a condition 
called enophthalmos, it probably is due 
to advanced years, or to the extreme 
emaciated condition of the patient. Ii 
protruding, a condition called exoph- 
thalmos, one should have the patient 
examined for tumors and other afflic- 
tions of the orbital region. This pro- 
trusion is one of the diagnostic points 
or signs of a form of goitre and also 
results from both injuries and inflam- 
mations in the eye and orbit and is at 
times caused by a thrombosis in the 
sinus cavities. Any marked departure 
from normal calls for a searching & 
amination of the orbit by one special: 
izing in this work. 

Finding the eyeballs normal in pos 
tion we now examine them for size and 
lack of symmetry. The normal eyeball 
of a child is from 18 mm to 21 mm# 
diameter, while that of an adult is from 
21 mm to 27 mm. 

We next take the tension of the ey® 
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ball. This can be done by means of 
palpation. We direct the patient to 
look down and then placing our index 
fingers on the upper lid palpate the 
sclera above the cornea, pressing down- 
ward. The tension is taken by estimat- 
ing the degree of tension of the eye be- 
ing examined with that of a normal 
eye. The tension of each eye is taken 
in this way, and recorded, Tn, when 
the tension is normal, Tn-+, indicating 
increased tension, Tn—, diminished 
tension. This is a very important phase 
of the external inspection and should 
never be omitted. The taking of the 
ocular tension is important as it is a 
diagnostic test for glaucoma, an in- 
crease in tension indicating that disease 
and the palpation also gives the exam- 
iner information regarding the pres- 
ence or absence of sensitiveness in the 
ciliary region. Normally this palpa- 
tion should cause the patient no incon- 
venience. 

The cover test for strabismus having 
been made at the time the uncorrected 
vistal acuity was taken we now find 
ourselves through with the eyeball as 


a thing in itself and proceed to examine 
the lids. 

_ Naturally here the first thing noted 
is the size of the palpebral fissure. 
Next the ability to move the lids, look- 
ing for a blepharospasm or a ptosis 


of the lids. Next for an entropion or 
an ectropion and further examining the 
lid edges for swellings, crusted areas 
or ulcerations and the lashes for num- 
ber and for signs of trichiasis. The 
condition and position of the puncta 
are noted also at this time. 

_The skin covering the anterior por- 
tion of the lids is examined and nota- 
tion made of signs of hordeolums and 
chalazions. Next the region of the 
lacrymal sac is explored. Here too, we 
look for swellings and note whether 
palpation causes an excretion. 

_ The conjunctiva of the lid and fornix 
is next examined. This is done by 
means of eversion of the upper and 
lower lids and the color, surface and 
transparency of the conjunctiva is 
noted. Here one looks for ulceration 
Scars, granulation and thickening, not- 
ing any variations from normal. Here 
One will frequently find ocular infec- 
tion, and as refractionists we should 
never prescribe a correction until the 
infected area is removed. Those of us 


living in states where trachoma is at 
all prevalent must be very careful in 
checking cases for this highly infec- 
tious disease. 

The anterior portion of the eye is 
next to be examined. This can best be 
done by means of focal illumination or 
with the aid of the slit-lamp. The later 
method is of course preferred, the new 
hand instrument being splendid for 
this purpose, permitting the examiner 
to easily see the layers of the cornea, 
the aqueous, the iris, the lens and at 
times a portion of the ciliary body. 
This instrument not being available 
one can do nicely by means of focal 
illumination. Here one needs a strong 
steady source of illumination and a 
double convex lens. The writer, when 
examining by means of focal illumina- 
tion, has found a 13 D. double convex 
sphere, about 2 inches in diameter, of 
great value. The rays of light are fo- 
cused on the area to be examined with 
this lens while the writer views the 
area through a strong binocular magni- 
fier. In this way small deformities 
which would escape one’s notice under 
ordinary means of observation can be 
detected. 

The bulbar conjunctiva and the cor- 
nea are first examined. Being trans- 
parent we look for traces of color, 
thickening, opacaties, scars, inflamma- 
tion and ulcers. Here is a fruitful field 
for careful inspection. Many cases com- 
ing to us as refractionists do so be- 
cause of small corneal ulcers which, 
unless carefully watched for, may pass 
unnoticed. These small ulcers are usu- 
ally caused by a foci of infection and as 
soon as such ulcers are noted it be- 
comes the examiner’s duty to have the 
patient’s teeth, tonsils and sinus cavi- 
ties examined. In addition to having 
the patient examined to find the cause 
of the ulcers, they themselves must be 
removed either by surgical methods or 
by medicinal means, and this must be 
done at once, to eliminate the dangers 
of leaving scars which may interfere 
with the patient’s vision for many years 
to come. 

The size and form of the cornea is 
also noted and care should be taken to 
get corneal reflexes with a placidos disc 
should any corneal irregularity be sus- 
pected. 

Leaving the cornea we next turn 
our attention to the sclera and the por- 
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tion of the conjunctiva covering the 
sclera. Here the color of the sclera 
should be bluish white and we note any 
variations from this normal color. We 
also look for signs of a staphyloma of 
the sclera and for episcleritis or scleri- 
tis. We carefully note the presence or 
absence of a pterygium, inasmuch as 
this common conjunctival growth may 
be productive of much corneal irregu- 
larity, which might puzzle the examin- 
er later on if the cause is not discovered 
at this time. ° 

The anterior chamber containing the 
aqueous is next examined for depth 
and clearness of contents. Here, too, 
we, as refractionists, must be very care- 
ful as two serious ocular diseases can 
frequently be detected at this point. 
The first is iritis, an inflammation of 
the iris which in nearly every case 
clouds the anterior chamber and gives 
it the appearance of great depth. The 
other disease, frequently discernible at 
this point in the examination, is glau- 
coma. With the increased intra-ocular 
tension comes a clouding of the ante- 
rior chamber but here the chamber will 


appear very shallow. 


The lens is next examined. Its 
presence or absence is noted, along 
with its position and color. 


Following this the iris is examined 
Its position is noted along with any 
malformations and adhesions. It is 
important that the iris hang free in the 
anterior chamber, inasmuch as any at- 
tachment will naturally hinder the 
sphincter pupillae and dilator pupillae 
muscles of the iris preventing this sen- 
sitive organ from functioning as it 
should. The iris is next examined for 
signs of iritis. When this diseased 
condition is present the iris appears 
dull and sometimes swollen. The usual 
markings are missing and the structure 
lacks its usual lustre. The pupil in iri- 
tis is contracted and very sluggish in 
action and will frequently be found to 
be irregular in shape, and apparently 
“off center.” Iritis in common with 
corneal ulcers frequently has its origin 
in a foci of infection, although it may 
also be due to syphilitic or rheumatic 
or diabetic conditions, and the same 
care should be exercised in handling 
this type of case as in one of corneal 
ulcer or glaucoma. 

The pupil is next inspected. Its po- 
sition, shape and general size is noted. 


The pupil should be circular in shape 
with a regular outline. Any variation 
from this normal demands the most 
careful and painstaking recheck for all 
types of pathologic conditions. 

The final step in the external ocular 
inspection is made in taking the pupil- 
lary reactions. This is very important 
and should be done without fail in 
every case, as in many respects the ex- 
aminer will receive from these simple 
tests information of real value in mak- 
ing his diagnosis. The first test is the 
pupillary reaction to light. This test 
is simply made by exposing the eye to 
the rays of a moderately strong light. 
Normally the pupil will contract. How- 
ever, in cases of iritis and in the first 
stages of glaucoma the reaction will be 
very sluggish. In a glaucomatous at- 
tack there will be no reaction at all, to 
light. The second test is the pupillary 
reaction test to accommodation and 
convergence. This test like the other 
is easily made by merely holding some 
small object from 6 to 10 inches before 
the patient having them fix upon it. 
Normally the pupils will be seen to 
contract. Under certain conditions the 
pupil will respond to light but not to 
accommodation. This is called an Ar- 
gyle-Robertson pupil and is caused by 
either a mydriatic having been instilled 
or by the patient being afflicted with 
locomotor-ataxia. 

The pupillary reflexes are a splendid 
help in diagnosing nervous disorders 
and brain lesions and marked changes 
in size and equality of the pupils should 
be carefully watched. 

These few simple check tests com- 
prising the external ocular inspection 
can easily be made. They take but a 
few moments to do and give so much 
of real value in the way of differentiat- 
ing the normal eye, free from pathol- 
ogy from the one suffering from some 
form of pathology, that they should 
never be omitted. It is the duty of 
every refractionist to examine the eyes 
of his patients carefully for every type 
of visual affliction. Not only must 
refractive errors be corrected, but 
forms of disease must be detected, be- 
fore vision is seriously impaired. 
Pathologic cases of this type do, from 
time to time, come to our offices call- 
ing for relief from their distressing 
symptoms, thinking that glasses should 
be prescribed, and we must be ever 
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ready with our ophthalmoscopy, perim- 
etry, campimetry and external ocular 
inspection to render them real service 
by making the proper diagnosis and re- 
ferring them to those who specialize 
in the correction of their type of defect. 


PROGRESS IN MARYLAND 

Considerable discussion has _ been 
carried on of late regarding the need 
for the advancement of optometry; 
about the need of optometric research 
and the establishment of free eye 
clinics. 

Maryland optometrists believe in 
these things, but they are not content 
in merely talking about them. They 
believe in action. Their action is of 
the kind that will move the frontiers 
of optometry forward and will bring 
the profession public recognition. 

The Permanent Optometric Clinic 

The Maryland Optometric Associa- 
tion was the first to establish a perma- 
nent free eye clinic at Baltimore. This 
clinic has now been in existence for 
three years and has proven to be a suc- 
cess. It has gained the splendid recog- 
nition of the scholl board and nurses 
and other well established community 


agencies, because of the work accom- 
plished. 
The Dr. B. W. Hazell Award 

Now comes the word that the Op- 
tometric Club of Baltimore has estab- 
lished the Dr. B. Woodward Hazell 
Award for distinguished Service to 
Optometry. 

Three prizes are offered for the best 
Thesis submitted to the club on the 
subject of Hyperopia, its history, etiol- 
ogy, varieties and correction. 

The purpose of this competition is to 
encourage the study of Hyperopia and 
its determination and correction with- 
out the use of drugs, and by this means 
develop a purely optometric considera- 
tion of this important subject. 

Conditions and rules governing the 
Dr. Hazell Award are to be found on 
other pages of this journal. 

The success of the Baltimore Opto- 
metric Clinic and the establishment of 
the Dr. Hazell Award is due to the un- 
tiring efforts of such men as Drs. J. 
Fred Andreae, Roscoe L. Coffin, B. 
W. Hazell, Chas. J. Rodgers and other 
of their worthy associates. 

Maryland optometrists are marching 


forward. More power to them. 
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REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


STATE EDITORS 


E. B. ALEXANDER, Oklahoma 
A. S. ANDERSON, North Dakota 
J. F. ANDREAE, Maryland 


D. A. KINNEY, Iowa 
J. A. LARGE, Minnesota 
C. A. PERRIGO, Nebraska 


L. P. FOLSOM, Vermont 
Reports of Society Proceedings in Iowa should be sent to Dr. D. A. Kinney, Charles 


City; in Maryland to Dr. J. F. Andreae, Baltimore; in Minnesota to Dr. J. A. Large, 


Winona; in Nebraska to Dr. C. A. ““~_ 


Anderson, Williston; in Oklahoma to Dr. 
Dr. L. P. Folsom, So. Royalton. 


Freemont; in North Dakota to Dr. A. §. 
B. Alexander, Duncan, and in Vermont to 


VERMONT £ASSOCIATION JOINS 
WITH OTHER STATES IN PUB- 
LISHING THE AMERICAN JOUR- 
NAL OF OPTOMETRY. 

The Vermont State Association of Op- 
tometrists at the last annual convention voted 
unanimously to affiliate with the other State 
Associations, which are now publishing the 
American Journal of Optometry. 

Dr. Laurance P. Folsom, secretary, was 
appointed on the State Editorial Staff to rep- 
resent the Vermont Association. The ap- 
pointments to the Collaborators Staff will be 
made in the near future. 


DR. L. P. FOLSOM 


Vermont Optometrists were informed that 
membership in the Association entitles them 
to receive regularly the American Journal of 
Optometry. The officers pointed out that 
this is one of the advantages offered by the 
State Association to its members. 


BALTIMORE OPTOMETRISTS OFFER 
THREE PRIZES FOR THE BEST 
THESIS ON HYPEROPIA 


As a tribute to Dr. B. Woodward Hazell for 
his untiring efforts in behalf of optometry 
the Optometrists’ Club of Baltimore, Mary- 
land, has established the Dr. B. Woodward 
Hazell Award for Distinguished Service to 
Optometry. A fund of $175.00 is to be set 
aside to be given away as prizes for the best 
thesis submitted to the club before June 1, 
1927, on Hyperopia, its history, etiology, 
varieties and corrections. 

The first prize will be $100.00; the second 
$50.00 and the third $25.00. In addition to 
the prizes the successful contestants become 
honorary members of the club. 

Conditions and Rules of the Contest 

Competition is open to Optometrists every- 
where. 

Thesis to be judged by a distinguished 
specialist on the eye, who will select his own 
assistants. 

The winning thesis to become the prop- 
erty of the club. 

Thesis submitted should be written on one 
side of paper only. Standard typewriter 
paper to be used, and the pages numbered. 

One page should be reserved for the name 
and address of the author. 

Thesis will be numbered in the order re- 
ceived, and the judging will be secret. 

Optometrists are urged, in the interest of 
their profession, to write a thesis and sub- 
mit it by June 1, 1927. Any further infor- 
mation may be obtained from Dr. Chas. J. 
Rodgers, Secretary of the Optometrists’ 
Club, 113  N. Charles Street, Baltimore, 
Maryland. 
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